Although α2-adrenoceptor agonists are widely used as postoperative sedatives in adults, the postoperative effects in pediatric patients with secondary pulmonary arterial hypertension (PAH) due to congenital heart disease are not well known. We experienced a case of successful ventilator weaning with continuous intravenous administration of dexmedetomidine (DEX) after surgical correction in a 46-month-old child with congenital ventricular septal defect (VSD) with severe PAH. She underwent VSD closure on cardiopulmonary bypass (CPB). After successful weaning from the CPB, hemodynamics and oxygenation were stabilized on DEX and nitroglycerin in the intensive care unit. The patient was successfully weaned from the ventilator 46 hours after surgery. The transthoracic echocardiogram two weeks after surgery showed a closed VSD with no residual shunt and trivial tricuspid regurgitation (Vmax = 2.5 m/sec) without PAH.
■ Case Report ■ Fatal postoperative pulmonary arterial hypertension (PAH) crisis can be caused by excessive stimulation of the sympathetic nervous system, and this is one of the cardiovascular complications that is observed in patients with PAH secondary to congenital heart disease (CHD) after corrective heart surgery. PAH has been shown to be a significant predictor of major perioperative cardiovascular complications in patients undergoing cardiac catheterization or non-cardiac surgery under anesthesia, including PAH crisis, cardiac arrest, and death. [1] The use of α2-adrenoceptor agonists as a postoperative sedative has been well-established in adult patients. However, the effect of dexmedetomidine (DEX) administration after heart surgery in pediatric patients with secondary PAH due to CHD has not been well studied to date. Here we describe a case of successful ventilator weaning with continuous intravenous administration of DEX after the surgical correction of a ventricular septal defect (VSD) in a child with severe PAH secondary to congenital VSD.
Case Report
A 46 month-old female with body weight of 8.56 kg and height of 84 cm (body surface area: 0.45 m 2 ) was admitted for evaluation and treatment due to orthopnea, exertional dyspnea, growth retardation, and poor feeding since infancy.
The left chest had a bulged appearance due to cardiomegaly. Tremor of the entire chest was felt on palpation. On auscultation, low grade pan-systolic murmur was heard across the entire left chest. Chest X-ray showed increased pulmonary vascularity, signs of pulmonary edema, and cardiomegaly ( The recommended standard dose of a 0.5 µg/kg bolus over 10 min followed by an infusion of 0.5 µg/kg/h would decrease in the lower dose ranges as described [4] and it 
